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ABSTRACT 
 
The researcher investigated the procedures taken by healthcare administrators within twenty-two 
Pennsylvania acute care hospitals with respect to the prevention of medical errors.  Structured 
interview questions provided relevant data in relation to how healthcare administrators could 
structure the workplace environment in hopes to prevent the number of medical errors that occur 
in acute care hospitals in Pennsylvania.  Recommendations for prevention include conducting 
needs assessments the areas of cultural assessment, error reporting system assessment, workplace 
environment assessment, corrective action procedures assessment, and policies and procedures 
assessment.  Recommendations and implications for conducting the needs assessments are 
provided in this paper in an effort to bring attention to actions that may be taken by hospital 
administrators in hopes of reducing the number of medical errors that occur within acute care 
hospitals in Pennsylvania. 
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LITERATURE REVIEW 
 
 groundbreaking report distributed by The Institute for Medicine, has heightened awareness to the 
number of errors that occur within United States hospitals.  This report states that somewhere 
between 44,000 to 98,000 people die from medical errors each year (Corrigan, Donaldson, & Kohn, 
2000).  The Institute of Medicine has defined an error as “the failure of a planned action to be completed as intended 
or the use of wrong plan to achieve an aim” (Corrigan, Donaldson, & Kohn, 2000, p. 28).  More specifically, an 
error can be construed as a misdiagnosis, a wrong procedure performed, a medication dosing mistake, faulty 
equipment, and a host of other unintended acts that result in failure. 
 
System failures have been identified as a major contributor to the occurrence of medical errors.  
Subsequently, research has changed its focus from individuals to systems, specifically, improving the systems to 
reduce errors (Adams, Jaffe, & Rosenbloom, 2001).  In addition, Cooper (2001) states “even though effective 
remedies do exist, much research is needed in the area of medical errors in order to learn about the underlying 
causes of the errors and system failures” (p. 4). 
 
It has been stated that healthcare professionals are among the most educated and dedicated workforce in 
any industry, so how can this happen?  Studies suggest that the problem does not lie with healthcare workers, but 
with the systems in which these people work.  Systems need to be made safer in order to reduce the occurrence of 
medical errors (Corrigan, Donaldson, & Kohn, 2000).  Nancy Dickey (2000), a former president of the American 
Medical Association, has said “addressing what has to change in the system(s) in order for fewer errors to occur 
A 
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should be a current concern in the healthcare industry” (p. 2).  Ensuring patient safety involves the establishment of 
systems and processes that increase the reliability of patient care. 
 
Preventing medical errors is of utmost concern to providers of health care.  The specific failures that occur 
are also of importance because in order to prevent errors, one must first know how the error occurred, and where the 
system failed.  It becomes critical to assess the systems in place in order to prevent the occurrence of medical errors. 
 
Systems must be assessed in order to evaluate potential breakdowns.  Rossett (1995) described needs 
assessment as an initial inquiry of information about situation.  Rossett (1995) incorporated the work of Bandura 
(1977) into a system that recognizes four kinds of causes: First, lack of knowledge or skills.  In essence, can the 
performer do the task?  Second, a flawed environment.  Does the environment support the task?  Third, improper 
incentives.  What are the consequences of doing the job badly or not doing it at all?  And fourth, unmotivated 
employees.  What is their value toward the task?  What is the internal state of the individuals involved?  Law (2012) 
stated that it may be very beneficial for acute care hospitals to explore the idea of conducting needs assessments in 
attempting to prevent medical errors. 
 
The Institute for Healthcare Improvement (IHI) (2013) states that an open exchange of information requires 
management to have a non-punitive response philosophy that rewards reporting of safety issues and events and does 
not punish staff members involved in errors or adverse events related to system failures.  However, in order to 
address possible system failures, management must know what is “broken” within the system.  Conducting a needs 
assessment may help hospital management assess what needs to change in order for systems to be repaired. 
 
PURPOSE 
 
The ultimate goal of this study was to help providers of healthcare within Pennsylvania acute care hospitals 
find solutions to the ever-present problem of the occurrence of medical errors.  Scholarly literature states that the 
majority of medical errors occur due to systems that breakdown and fail healthcare workers.  This study sought to 
provide new knowledge in regard to where the error reporting system may be breaking down.  The purpose of this 
study was twofold; 1) to develop two structured interview questionnaires, and 2) to conduct structured interviews as 
a means to collect data that focused on the occurrence of medical errors; specifically through assessing the error 
reporting systems within a sample of twenty-two Pennsylvania acute care hospitals. 
 
RESEARCH QUESTION 
 
Research Question - Within the sampled twenty-two Pennsylvania acute care hospital error reporting 
systems; are procedures in place in order to prevent reoccurrence of medical errors? 
 
Using a qualitative methodology, perceptions of patient safety officers and registered nurses within twenty-
two acute care hospitals were analyzed.  Twelve patient safety officers and ten nurses were interviewed.  Interviews 
averaged forty-three minutes in length.  The research question was posed in an effort to find an answer to what 
exists within the error reporting systems following the correction of an error, focusing specifically on prevention of 
errors. 
 
RESEARCH DESIGN 
 
The theoretical approach taken in this study was based upon an open systems model.  An open systems 
model differs from closed systems in that the transaction between the organization and its environment is considered 
to be the most significant aspect of organizational phenomenon (Narayanan & Nath, 1993).  Generally, the systems 
approach utilizes three steps; 1) objectives are set, 2) a means to meet the objectives is designed, and 3) a feedback 
mechanism is constructed in order to determine the progress toward the attainment of the objectives.  Due to the 
nature of the research, the researcher chose a qualitative design. 
 
Qualitative research designs typically focuses on small numbers in regard to participants used for data 
collection purposes, thus rarely makes explicit claims about the generalizability of their accounts.  Internal 
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generalizability, the generalizability of a conclusion within the group studied, is a key issue for qualitative studies, 
not external generalizability (Maxwell, 1996).  Qualitative researchers typically study a small number of individuals 
and preserve the individuality of each analysis.  Thus, researchers are able to understand how events, actions, and 
meanings are shaped by the unique circumstances in which these occur.  Qualitative studies focus on understanding 
processes in which events and actions take place, rather than the specific outcomes.  Qualitative research does not 
disregard outcomes.  However, the strength of the qualitative design lies at getting at the processes that lead to 
particular outcomes (Maxwell, 1996). 
 
FINDINGS 
 
In analyzing data from this research question, it was found that 100% of the patient safety officers and the 
nurses felt that procedures were in place in order to prevent the reoccurrence of medical errors.  70% of the nurses 
stated that prevention measures focused on re-education or training.  30% of the nurses could not explain the 
procedures that were in place to prevent errors.  The following are direct statements made by nurses, in regard to the 
research question: 
 
“Administration assumes that if we make an error we don’t know what we are doing so they make us take a class.” 
 
“We will all make mistakes, but management makes you feel like you don’t know anything if we make a mistake.  
They don’t take the time to find out what happens, they just send us to a training course.” 
 
“Errors happen for a variety of reasons, we know that.  So, why do they (administration) make us feel like we are 
dumb and don’t know what we are doing when an error occurs?  The system is broken.” 
 
100% of the patient safety officers stated that preventive measures are in place.  However, none of the 
respondents elaborated.  The following are direct statements made by patient safety officers in regard to the research 
question: 
 
“We as administration do what we can to ensure the reporting of errors, this includes making sure our error 
reporting system exists.” 
 
“We try to get staff to report errors, and we reduce our error rates by having an error reporting system in place.” 
 
“We correct the errors that occur, and we strive to prevent them too.” 
 
CONCLUSIONS 
 
Even though medical errors are stated as a leading cause of death in the United States, the research 
participants in this study seemed dedicated to providing top quality patient care.  The researcher perceived genuine 
feelings of desire to provide patients with superb care.  This leads the researcher to believe that the focus of current 
literature, stating that “systems fail the healthcare worker” is not only true, but the key in finding a solution to 
reduce the occurrence of medical errors. 
 
It was found, through the data collection in this study that the focus of preventive actions focus upon the 
individual healthcare workers, yet the majority of the problems do not seem to lie here.  The researcher feels that the 
focus needs to be taken off the individual.  Administration may want to assess their organizations from the following 
recommended standpoints in order to find root causes of these perceived system failures: 
 
RECOMMENDATIONS 
 
Organizational Culture Assessment.  In regard to detection, it is suggested that administration contemplate 
assessing the organizational culture.  This may help them begin to understand what may need to change on an 
organizational level in regard to the occurrence of errors, specifically the reduction of errors. 
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Error Reporting System Assessment.  An assessment of their current error reporting system may need to be 
conducted.  It is suggested that before providers of healthcare can effectively implement a system that promotes the 
reduction of errors, they must first gain an understanding of the current system. 
 
Corrective Action Procedures Assessment.  Depending upon the above stated assessments, subsequent 
implications may vary.  However, in general, it may be beneficial for healthcare personnel to focus on the aspect of 
the system that denotes how corrective actions are decided upon.  Since the majority of literature states that errors 
occur due to system breakdowns and not incompetent personnel, efforts should be directed at correcting the systems 
that may not be effectively working. 
 
Procedural Handbooks and Manuals Assessment.  It is recommended that an assessment of handbooks and 
manuals be assessed.  Furthermore, it is recommended that the system of communicating the handbooks and 
manuals to front-line personnel be assessed in order to analyze possible breakdowns. 
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